Introduction
Spinal neurinomas originating from the anterior roots account for less than 5% of all spinal neuri nomas.10,11) As the origins of these neurinomas are located on the ventral spinal cord and within the spinal canal without enlargement of the neurofora men, it is difficult to decide on a surgical approach. Various approaches to lesions at the thoracic levels include the anterior thoracic, 1,5,7-9,15,16,18) posterior, posterolateral,13,14,17) and lateral extrapleural ap proaches.3,7,12) The anterior approach provides direct access to the ventral surface of the spinal cord. However, the operative procedure is complex and difficult because of the deep, narrow corridor and necessity for vertebrectomy. Moreover, there are potentially formidable sequelae,2,6) such as cerebrospinal fluid (CSF) leakage and respiratory dysfunction.
Recently Radiography showed no abnormalities. Magnetic resonance (MR) imaging demonstrated a 2 cm in tradural extramedullary mass severely compressing the left spinal cord dorsally at the T-1 level, which appeared as isointense on T1-weighted images with homogeneous enhancement after administration of gadolinium-diethylenetriaminepenta-acetic acid. Repeat MR imaging revealed a slight change in tumor location, which indicated mobilization of the tumor in the spinal canal ( Fig. 1 ). Computed tomography (CT) after myelography revealed a thin rim of contrast medium surrounding the margin of the tumor located ventral and right of the spinal cord, which suggested neurinoma rather than meninaioma (Fig. 2) . The patient underwent total removal of the tumor in the right-side up, three-quarter position under general anesthesia. Following the longitudinal mid line skin incision, the paraspinous muscles on the right were dissected subperiosteally from the spinous process to the T-1 transverse process. T-1 hemilaminectomy with skeletonization of the partial C-7 and T-2 hemilaminae was performed. The base of the spinous process was skeletonized obliquely to obtain space for dorsal rotation of the spinal cord. The T-1 pedicle and parts of the C7-T1 and T1-2 facets were skeletonized to provide direct access to the lateral surface of the spinal cord and to allow T-1 root mobilization (Fig. 3) . The tumor originated from the T-1 anterior root, which was located in the epiarachnoid space, and was completely removed Fig. 4 Computed tomography scan after my elography at the T-3 level showing the transverse process protrudes more dorsally and the spinal canal is narrower at the T-3 vertebra (asterisk) compared to those at the T-1 level (Fig. 2) . Transversectomy is in dispensable at the T-3 vertebra to obtain direct access to the ventrolateral surface of the spinal cord (arrows). 
Discussion

